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INTRODUCTION TO YOUR HIGH DEDUCTIBLE HEALTH PLAN

This plan meets the requirements of a high deductible health plan for use with a Health Savings Account.
Participation in a Health Savings Account is not required for enroliment or continued eligibility on this plan.
Premera Blue Cross is not an administrator, trustee or fiduciary of any Health Savings Account which may be
used in conjunction with this health plan. No feature of this plan is intended to, or should be assumed to, override
Health Savings Account requirements. Please contact your Health Savings Account administrator if you have
guestions about requirements for Health Savings Accounts.

*This booklet is for members of the City of Kent medical plan. This plan is self-funded by City of Kent, which
means that City of Kent is financially responsible for payment of this plan’s benefits. City of Kent (“the Group”)
has the final discretionary authority to determine eligibility for benefits and construe the terms of the plan.

City of Kent has contracted with Premera Blue Cross an Independent Licensee of the Blue Cross Blue Shield
Association to perform administrative duties under the plan, including the processing of claims. City of Kent has
delegated to Premera Blue Cross the discretionary authority to determine eligibility for benefits and to construe
the terms used in this plan to the extent stated in our administrative services contract with the Group. Premera
Blue Cross does not insure the benefits of this plan.

In this booklet Premera Blue Cross is called the “Claims Administrator.” This booklet replaces any other benefit
booklet you may have.

This plan will comply with the 2010 federal health care reform law, called the Affordable Care Act (see
Definitions). If Congress, federal or state regulators, or the courts make further changes or clarifications
regarding the Affordable Care Act and its implementing regulations, including changes which become
effective on the beginning of the calendar year, this plan will comply with them even if they are not stated
in this booklet or if they conflict with statements made in this booklet.

Group Name: City of Kent
Effective Date: January 1, 2019
Group Number: 1018212
Plan:  Your Future (Non-Grandfathered) High Deductible Plan — HSA Qualifying Active Plan
Certificate Form Number: CKHSA19




Discrimination is Against the Law

Premera Blue Cross complies with applicable Federal civil rights
laws and does not discriminate on the basis of race, color,
national origin, age, disability, or sex. Premera does not exclude
people or treat them differently because of race, color, national
origin, age, disability or sex.

Premera:

o Provides free aids and services to people with disabilities to
communicate effectively with us, such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio,

accessible electronic formats, other formats)

o Provides free language services to people whose primary
language is not English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, contact the Civil Rights Coordinator.

If you believe that Premera has failed to provide these services
or discriminated in another way on the basis of race, color,
national origin, age, disability, or sex, you can file a grievance
with:

Civil Rights Coordinator — Complaints and Appeals

PO Box 91102, Seattle, WA 98111

Toll free 855-332-4535, Fax 425-918-5592,

TTY 800-842-5357

Email AppealsDepartmentinquiries@Premera.com

You can file a grievance in person or by mail, fax, or email. If
you need help filing a grievance, the Civil Rights Coordinator is
available to help you.

You can also file a civil rights complaint with the U.S.
Department of Health and Human Services, Office for Civil
Rights, electronically through the Office for Civil Rights
Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone
at:

U.S. Department of Health and Human Services,

200 Independence Ave SW, Room 509F, HHH Building
Washington, D.C. 20201, 1-800-368-1019,

800-537-7697 (TDD). Complaint forms are available at
http://lwww.hhs.gov/ocr/office/file/index.html.

Getting Help in Other Languages

This Notice has Important Information. This notice may have
important information about your application or coverage
through Premera Blue Cross. There may be key dates in this
notice. You may need to take action by certain deadlines to
keep your health coverage or help with costs. You have the
right to get this information and help in your language at no cost.
Call 800-722-1471 (TTY: 1-800-842-5357).

K994 (Amharic):

LU T3 OEe ANLAL 9°LF SH A £V TINFOEL (A TIavANFP
oe.9° ¢ Premera Blue Cross 1147 AOLAL aP8 AT~ SFAd:
(LY TINFOEL O-OT RAE PTT T4 TN MG 114797
APMOPS NANGLA ACST ATITT T MO0 PLH, 120F ACICE
a@-(\ 8 LNPF LUPTA: U7 0008 h19.9TH hG LAY heg
N1EP WCSF A19.0TT a1t haPH:ndh €7C 800-722-
1471

(TTY: 1-800-842-5357) .Lm-¢x-=:

43 ) (Arabic):
Syl 138 (5 gay 38 _Lu Clasha Jlady) 138 (g gay

F) 5 s u;S-' % Premera Blue Cross U O lgale
WCJJ\}J@“P\J@YCM-\S} Jl&uy‘ \M@AA@.A
G callsal) ady Jdsac Ll Sl sl d.\.\lna.}é&: Llaall
aﬁmsswq@mmbuuju\ sda e J geanll &l
o el Aalks

800-722-1471 (TTY: 1-800-842-5357)

H 3 (Chinese):
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800-722-1471 (TTY: 1-800-842-5357).

Oromoo (Cushite):

Beeksisni kun odeeffannoo barbaachisaa gaba. Beeksisti
kun sagantaa yookan karaa Premera Blue Cross tiin tajaajila
keessan ilaalchisee odeeffannoo barbaachisaa gabaachuu
danda’a. Guyyaawwan murteessaa ta’an beeksisa kana
keessatti ilaalaa. Tarii kaffaltidhaan deeggaramuuf yookan
tajaajila fayyaa keessaniif guyyaa dhumaa irratti wanti
raawwattan jiraachuu danda’a. Kaffaltii irraa bilisa haala ta'een
afaan keessaniin odeeffannoo argachuu fi deeggarsa argachuuf
mirga ni qabaattu. Lakkoofsa bilbilaa 800-722-1471

(TTY: 1-800-842-5357) tii bilbilaa.



Frangais (French):

Cet avis a d'importantes informations. Cet avis peut avoir
d'importantes informations sur votre demande ou la couverture
par l'intermédiaire de Premera Blue Cross. Le présent avis peut
contenir des dates clés. Vous devrez peut-étre prendre des
mesures par certains délais pour maintenir votre couverture de
santé ou d'aide avec les codts. Vous avez le droit d'obtenir cette
information et de I'aide dans votre langue a aucun co(it. Appelez
le 800-722-1471 (TTY: 1-800-842-5357).

Kreyol ayisyen (Creole):

Avi sila a gen Enfomasyon Enpatan ladann. Avi sila a kapab
genyen enfomasyon enpotan konsénan aplikasyon w lan oswa
konsénan kouvéti asirans lan atravé Premera Blue Cross.
Kapab genyen dat ki enpotan nan avi sila a. Ou ka gen pou pran
kek aksyon avan séten dat limit pou ka kenbe kouvéti asirans
sante w la oswa pou yo ka ede w avék depans yo. Se dwa w
pou resevwa enfomasyon sa a ak asistans nan lang ou pale a,
san ou pa gen pou peye pou sa. Rele nan

800-722-1471 (TTY: 1-800-842-5357).

Deutsche (German):

Diese Benachrichtigung enthalt wichtige Informationen.
Diese Benachrichtigung enthalt unter Umstanden wichtige
Informationen bezuglich Ihres Antrags auf
Krankenversicherungsschutz durch Premera Blue Cross.
Suchen Sie nach eventuellen wichtigen Terminen in dieser
Benachrichtigung. Sie konnten bis zu bestimmten Stichtagen
handeln missen, um lhren Krankenversicherungsschutz oder
Hilfe mit den Kosten zu behalten. Sie haben das Recht,
kostenlose Hilfe und Informationen in Ihrer Sprache zu erhalten.
Rufen Sie an unter 800-722-1471 (TTY: 1-800-842-5357).

Hmoob (Hmong): Tsab ntawv tshaj xo no muaj cov ntshiab
lus tseem ceeb. Tej zaum tsab ntawv tshaj xo no muaj cov
ntsiab lus tseem ceeb txog koj daim ntawv thov kev pab los yog
koj ghov kev pab cuam los ntawm Premera Blue Cross. Tej
zaum muaj cov hnub tseem ceeb uas sau rau hauv daim ntawv
no. Tej zaum koj kuj yuav tau ua gee yam uas peb kom koj ua
tsis pub dhau cov caij nyoog uas teev tseg rau hauv daim ntawv
no mas koj thiaj yuav tau txais kev pab cuam kho mob los yog
kev pab them tej ngi kho mob ntawd. Koj muaj cai kom lawv
muab cov ntshiab lus no uas tau muab sau ua koj hom lus pub
dawb rau koj. Hu rau 800-722-1471 (TTY: 1-800-842-5357).

lloko (llocano): Daytoy a Pakdaar ket naglaon iti Napateg
nga Impormasion. Daytoy a pakdaar mabalin nga adda ket
naglaon iti napateg nga impormasion maipanggep iti
apliksayonyo wenno coverage babaen iti Premera Blue Cross.
Daytoy ket mabalin dagiti importante a petsa iti daytoy a
pakdaar. Mabalin nga adda rumbeng nga aramidenyo nga
addang sakbay dagiti partikular a naituding nga aldaw tapno
mapagtalinaedyo ti coverage ti salun-atyo wenno tulong kadagiti
gastos. Adda karbenganyo a mangala iti daytoy nga
impormasion ken tulong iti bukodyo a pagsasao nga awan ti
bayadanyo. Tumawag iti numero nga

800-722-1471 (TTY: 1-800-842-5357).

Italiano (Italian): Questo avviso contiene informazioni
importanti. Questo avviso pud contenere informazioni
importanti sulla tua domanda o copertura attraverso Premera
Blue Cross. Potrebbero esserci date chiave in questo avviso.
Potrebbe essere necessario un tuo intervento entro una
scadenza determinata per consentirti di mantenere la tua
copertura o sovvenzione. Hai il diritto di ottenere queste
informazioni e assistenza nella tua lingua gratuitamente.
Chiama 800-722-1471 (TTY: 1-800-842-5357).
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Polskie (Polish):

To ogloszenie moze zawiera¢ wazne informacije.
To ogtoszenie moze zawiera¢ wazne informacje
odnosnie Panstwa wniosku lub zakresu $wiadczen
poprzez Premera Blue Cross. Prosimy zwrécic uwage
na kluczowe daty, ktére mogg by¢ zawarte w tym
ogtoszeniu aby nie przekroczy¢ terminéw w
przypadku utrzymania polisy ubezpieczeniowej lub
pomocy zwigzanej z kosztami. Macie Panstwo
prawo do bezptatnej informacji we wtasnym jezyku.
Zadzwoncie pod 800-722-1471 (TTY: 1-800-842-5357).

Portugués (Portuguese):

Este aviso contém informagdes importantes. Este aviso
podera conter informagdes importantes a respeito de sua
aplicagédo ou cobertura por meio do Premera Blue Cross.
Poderao existir datas importantes neste aviso. Talvez seja
necessario que vocé tome providéncias dentro de determinados
prazos para manter sua cobertura de salide ou ajuda de custos.
Vocé tem o direito de obter esta informagao e ajuda em seu
idioma e sem custos. Ligue para 800-722-1471 (TTY: 1-800-
842-5357).

Romana (Romanian):

Prezenta notificare contine informatii importante. Aceasta
notificare poate contine informatii importante privind
cererea sau acoperirea asigurarii dumneavoastre de
sanatate prin Premera Blue Cross. Pot exista date cheie in
aceasta notificare. Este posibil sa fie nevoie sa
actionati pana la anumite termene limita pentru a va
mentine acoperirea asigurarii de sanatate sau
asistenta privitoare la costuri. Aveti dreptul de a obtine gratuit
aceste informatii si ajutor in limba dumneavoastra. Sunatila
800-722-1471 (TTY: 1-800-842-5357).

Pycckum (Russian):

HacTtosiee yBegomMmneHue cogepXxuT BaXHy
MHdopmaumio. 70 yBEAOMIEHNE MOXET
cofepxaTb BaxHy MHGOPMaLMIO O Ballem
3asiBNEHNN UM CTPaxoBOM MOKPbLITUM Yepe3 Premera
Blue Cross. B HacTosiLiem yBegoMIIEHNM MOTYT ObITb
yKasaHbl KrtodeBble gatbl. Bam, BO3MOXHO,
noTpebyeTca NPUHATL MepbI K OnpeaereHHbIM
npegenbHbIM CpOKaM Af1si COXPaHEHWS1 CTPaxXOBOro
MOKPLITUS UM NOMOLLM C pacxogamu. Bel umeeTe
npaBo Ha 6ecnnaTHoOe Nony4yeHne aTon
MHopMaLMn 1 NOMOLLb Ha BalleM si3blke. 3BOHUTE
no tenecoHy 800-722-1471 (TTY: 1-800-842-5357).



Fa’asamoa (Samoan):

Atonu ua iai i lenei fa'asilasilaga ni fa’amatalaga e sili ona
taua e tatau ona e malamalamaii ai. O lenei fa’asilasilaga o se
fesoasoani e fa'amatala atili i ai i le tulaga o le polokalame,
Premera Blue Cross, ua e tau fia maua atu i ai. Fa’amolemole,
ia e iloilo fa’alelei i aso fa’apitoa olo’o iai i lenei fa’asilasilaga
taua. Masalo o le‘a iai ni feau e tatau ona e faia ao le'i aulia le
aso ua ta'ua i lenei fa'asilasilaga ina ia e iai pea ma maua
fesoasoani mai ai i le polokalame a le Malo olo’o e iai i ai. Olo'o
iai iate oe le aia tatau e maua atu i lenei fa'asilasilaga ma lenei
fa’matalaga i legagana e te malamalama i ai aunoa ma se
togiga tupe. Vili atu i le telefoni 800-722-1471 (TTY: 1-800-842-
5357).

Espafiol (Spanish):

Este Aviso contiene informacion importante. Es posible que
este aviso contenga informacion importante acerca de su
solicitud o cobertura a través de Premera Blue Cross. Es
posible que haya fechas clave en este aviso. Es posible que
deba tomar alguna medida antes de determinadas fechas para
mantener su cobertura médica o ayuda con los costos. Usted
tiene derecho a recibir esta informacién y ayuda en su idioma
sin costo alguno. Llame al 800-722-1471

(TTY: 1-800-842-5357).

Tagalog (Tagalog):

Ang Paunawa na ito ay naglalaman ng mahalagang
impormasyon. Ang paunawa na ito ay maaaring naglalaman
ng mahalagang impormasyon tungkol sa iyong aplikasyon o
pagsakop sa pamamagitan ng Premera Blue Cross. Maaaring
may mga mahalagang petsa dito sa paunawa. Maaring
mangailangan ka na magsagawa ng hakbang sa ilang mga
itinakdang panahon upang mapanatili ang iyong pagsakop sa
kalusugan o tulong na walang gastos. May karapatan ka na
makakuha ng ganitong impormasyon at tulong sa iyong wika ng
walang gastos. Tumawag sa 800-722-1471

(TTY: 1-800-842-5357).
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Ykpaincbkun (Ukrainian):

Lle noBigomMneHHA MiCTUTb BaXnuBy
iHdpopmauito. Lle noBigoMneHHs Moxe MiCTUTK
BaXXnvBy iHdhopMaLito npo Balue 3BepHeHHs Wwoao
CTpaxyBarbHOro NnokputTsa Yyepes Premera Blue Cross.
3BEpHITb yBary Ha Kr4oBi gatu, siki MOXyTb OyTn
BKa3aHi y LbOMY MOBIAOMIIEHHI. ICHy€e iMOBIpHICTb
Toro, wo Bam Tpeba 6yae 30iMCHNTY NEBHi KPOKU Y
KOHKPETHI KiHLeBi CTPOKWM NS Toro, wob 36epertu
Bawwe megnyHe ctpaxyBaHHA abo oTpumatu
diHaHcoBy gonomory. Y Bac € npaBo Ha OTpUMaHHS
uiei iHdpopmauii Ta gonomoryn 6e3koLWTOBHO Ha
Bawin pigHivi moBi. [13BOHITb 3@ HOMEpPOM TenedoHy
800-722-1471 (TTY: 1-800-842-5357).

Tiéng Viét (Vietnamese):

Thong bao nay cung cap thong tin quan trong. Thong bao
nay c6 thdng tin quan trong vé don xin tham gia ho&c hop
ddng bao hiém clia quy vi qua chwong trinh Premera Blue
Cross. Xin xem ngay quan trong trong théng bao nay. Quy vi c6
thé phai thue hién theo théng bao duing trong thdi han dé
duy tri bao hiém strc khde hodc dworc tro gitp thém vé chi
phi. Quy vi c6 quyén dworc biét thong tin nay va dworc tro
giip bang ngdn ngdr ctia minh mién phi. Xin goi s6 800-722-
1471 (TTY: 1-800-842-5357).



HOW TO USE THIS BOOKLET

This booklet will help you get the most out of your benefits. Every section contains important information, but the
ones below may be particularly useful:

o Summary Of Your Costs — A quick overview of what the plan covers and your costs
e How Providers Affect Your Costs — how using in-network providers will cut your costs

e Important Plan Information — Explains the allowed amount and gives you details on the deductible,
coinsurance, and the out-of-pocket maximum.

e Covered Services — details about what's covered

e Pre-Approval — Describes the plan's pre-approval and emergency admission notification requirements.
e Exclusions — services that are either limited or not covered under this plan

e Who Is Eligible For Coverage? — eligibility requirements for this plan

e How Do | File A Claim? — step-by-step instructions for claims submissions

e Complaints And Appeals — processes to follow if you want to file a complaint or an appeal

o Definitions — terms that have specific meanings under this plan. Example: “You” and “your” refer to
members under this plan. “We,” “us” and “our” or the “Claims Administrator” refer to Premera Blue Cross.

FOR MORE INFORMATION

Our contact information is on the back cover of this booklet. Please call or write Customer Service for help with:
¢ Questions about benefits or claims

¢ Questions or complaints about care you receive

e Changes of address or other personal information

You can also get benefit, eligibility and claim information through our Interactive Voice Response system when
you call.

Online information about your plan is at your fingertips whenever you need it

You can use our Web site to:

o Locate a health care provider near you

o Get details about the types of expenses you're responsible for and this plan’s benefit maximums
e Check the status of your claims

¢ Visit our health information resource to learn about diseases, medications, and more
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SUMMARY OF YOUR COSTS

This section shows a summary table of the care covered by your plan. It also explains the amounts you pay.
This section does not go into all the details of your coverage. Please see Covered Services to learn more.

First, here is a quick look at how this plan works. Your costs are subject to all of the following.

e The networks. To help control the cost of your care, this plan uses Premera's Heritage network in
Washington. You may be able to save money if you use an in-network provider. For more network details, see
How Providers Affect Your Costs.

e The allowed amount. This is the most this plan allows for a covered service. It is often lower than the
provider's billed charge. Providers not in one of the plan's networks have the right to bill you for amounts over
the allowed amount. See Important Plan Information for details. For some covered services, you have to pay
part of the allowed amount. This is called your cost-share. This plan's cost-shares are explained below. You
will find the amounts in the summary table.

The deductible. The total allowed amount you pay in each year before this plan starts to make payments for
your covered healthcare costs. You pay down the deductible with each claim. The deductible amount depends
on whether a subscriber enrolls with or without a spouse and/or children. See Important Plan Information for
more details.

In-Network Providers Out-of-Network Providers
Subscriber-only deductible $2,000 Shared with In-Network

Subscriber+dependent deductible (not $4,000 Shared with In-Network
shown in the summary table)

e Coinsurance. For some healthcare, you pay a percentage of the allowed amount, and the plan pays the rest.
This booklet calls your percentage “coinsurance.” You pay less coinsurance for many benefits when you use
an in-network provider. Your coinsurance is shown in the summary table.

e The out-of-pocket maximum (not shown in the summary table). This is the most you pay each calendar year
for any deductibles, copays and coinsurance. Not all the amounts you have to pay count toward the out-of-
pocket maximum. The out-of-pocket maximum amount depends on whether a subscriber enrolls with or
without a spouse and/or children. See Important Plan Information for more details.

In-Network Providers Out-of-Network Providers
Subscriber-only out-of-pocket maximum $2,000 Shared with In-Network

Subscriber+dependent out-of-pocket maximum  $4,000 Shared with In-Network

o Pre-Approval. Some services must be approved in advance before you get them, in order to be covered. See
Pre-Approval for details about the types of services and time limits. Some services have special rules.

This plan complies with state and federal regulations about diabetes medical treatment coverage. Please see the
Preventive Care, Prescription Drug, Home Medical Equipment (HME), Orthotics, Prosthetics And Supplies,
and Foot Care benefits.

SUMMARY TABLE

The summary table below shows plan limits and what you pay (your cost-shares) for covered services.
Facility in the table below means hospitals or other medical institutions. Professional means doctors, nurses,
and other people who give you your care. No charge means that you do not pay any deductible, copay or
coinsurance for covered services. No cost-shares means that although you do not pay any deductible, copay or
coinsurance for covered services, the provider can bill you for amounts over the allowed amount. The table also
shows the subscriber-only deductible. The subscriber+dependent deductible is two times the deductible
amount shown. The deductible that applies to you depends on whether the subscriber is covering dependents
or not.

1 HSA Qualifying Active Plan (Non-Grandfathered)
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YOUR SHARE OF THE ALLOWED AMOUNT

BENEFIT

IN-NETWORK PROVIDERS

OUT-OF-NETWORK PROVIDERS

Acupuncture

Calendar year visit limit: 10 visits

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

Allergy Testing And Treatment

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

Ambulance

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

Blood Products and Services

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

Chemotherapy and Radiation
Therapy

Professional and facility services

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

Clinical Trials
Covers routine patient care during
the trial

Covered as any other service

Covered as any other service

Dental Care

e Dental Anesthesia (up to age 19
when medically necessary)

¢ Inpatient facility care

e Outpatient surgery center
¢ Anesthesiologist

e Dental Injury

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

Diagnostic Lab, X-Ray And
Imaging for medical conditions or
symptoms

Tests, lab, imaging and scans

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

Dialysis

For permanent kidney failure. See
the Dialysis benefit for details.

e During Medicare's waiting period

o After Medicare's waiting period

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, no coinsurance

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, no coinsurance

Emergency Room
¢ Facility charges.

You may have additional costs
for other services. Examples are
X-rays or lab tests. See those
covered services for details.

e Professional services

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then
0% coinsurance

$2,000 deductible, then
0% coinsurance

Foot Care

such as trimming nails or corns,
when medically necessary due to a
medical condition

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

HSA Qualifying Active Plan (Non-Grandfathered)
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YOUR SHARE OF THE ALLOWED AMOUNT

BENEFIT

IN-NETWORK PROVIDERS

OUT-OF-NETWORK PROVIDERS

Home Health Care
calendar year limit: 130 visits

e Home visits

e Prescription drugs billed by the
home health agency

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

Home Medical Equipment (HME),
Orthotics, Prosthetics And
Supplies

e Sales tax for covered items
e Diabetes related foot orthotics

and therapeutic shoes; calendar
year limit: None

Please note: Non-diabetes
related foot orthotics and
therapeutic shoes are not
covered.

e Medical vision hardware

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

e Hospice Care
Lifetime limit for terminal illness:
6 months

Lifetime limit for non-terminal
illness: none

Inpatient stay limit: 10 days
Home visits: Unlimited
Respite care: 240 hours

¢ Inpatient facility care

e Home and respite care

e Prescription drugs billed by the
hospice

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

Hospital
¢ Inpatient Care

e Professional

o Facility
e Outpatient Care

e Professional

o Facility

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

Infusion Therapy

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

Massage Therapy

Calendar year limit: 15 visits

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

HSA Qualifying Active Plan (Non-Grandfathered)
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YOUR SHARE OF THE ALLOWED AMOUNT

BENEFIT

IN-NETWORK PROVIDERS

OUT-OF-NETWORK PROVIDERS

Mastectomy and Breast
Reconstruction

o Office and clinic visits, surgery,
and other professional services

¢ Inpatient facility care

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

Maternity Care

Care during pregnancy, childbirth
and after the baby is born. See the
Preventive Care benefit for routine
exams and tests during pregnancy.
Abortion is also covered.

e Professional care

¢ Inpatient hospital, birthing
centers and short-stay hospitals

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

Medical Foods
includes phenylketonuria (PKU)

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

Mental Health Care

e Professional services, such as
office or inpatient visits

¢ Inpatient and residential facility
care

e Outpatient facility care

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

Neurodevelopmental Therapy
(Habilitation)

See the Mental Health Care benefit
for therapies for mental conditions
such as autism.

e OQutpatient care
calendar year visit limit: 45 visits

¢ Inpatient care
calendar year day limit: 30 days

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

Newborn Care

¢ Inpatient care

e Outpatient care

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

Prescription Drug
In no case will you pay more than
the cost of the drug or supply.

Covered Drugs

Generic and brand-name drugs

In-Network Retail Pharmacy

$2,000 deductible, then 0%
coinsurance

Out-Of-Network Retail Pharmacy

$2,000 deductible, then 0%
coinsurance

HSA Qualifying Active Plan (Non-Grandfathered)
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YOUR SHARE OF THE ALLOWED AMOUNT

BENEFIT

IN-NETWORK PROVIDERS

Generic and brand-name drugs

Specialty Drugs
Specialty drugs

PV1 Preventive Drugs
Generic and brand-name drugs

Exceptions

e Certain prescription drugs and
generic over-the-counter drugs to
break a nicotine habit

¢ Drugs on the Affordable Care
Act's preventive drug list

e Female birth control drugs,
devices and supplies
(prescription and over-the-
counter). Includes emergency
birth control

In-Network Mail-Order Pharmacy

$2,000 deductible, then 0%
coinsurance

In-Network Specialty Pharmacy

$2,000 deductible, then 0%
coinsurance

In-Network Retail or Mail-Order
Pharmacy

No charge
In-Network Retail or In-Network
Mail Order Pharmacy

No charge

No charge

No charge

Out-Of-Network Mail-Order
Pharmacy

Not covered

Not covered

Out-Of-Network Retail Pharmacy

No charge

Out-Of-Network Retail Pharmacy

No cost-shares

No cost-shares

Same as out-of-network retail

Preventive Care

(Limits on how often services are
covered and who services are
recommended for may apply.)

¢ Preventive exams, including
vision and oral health screening
for members under 19, diabetes
and depression screening

¢ Immunizations in the doctor's
office

¢ Flu shots and other seasonal
immunizations at a pharmacy or
mass immunizer location

e Travel immunizations at a travel
clinic or county health
department

¢ Health education and training
(outpatient)

¢ Nicotine habit-breaking programs

¢ Nutritional counseling and
therapy

¢ Fall prevention for members 65
and older

e Screening tests (includes
mammograms, colon cancer
screening, prostate and cervical
cancer screening)

In-Network Providers

No charge

No charge

No charge

No charge

No charge
No charge

No charge

No charge

No charge

Out-of-Network Providers

No cost-shares

No cost-shares

No cost-shares

No cost-shares

No cost-shares
No cost-shares

No cost-shares

No cost-shares

No cost-shares

OUT-OF-NETWORK PROVIDERS

Out-Of-Network Specialty Pharmacy

5 HSA Qualifying Active Plan (Non-Grandfathered)
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YOUR SHARE OF THE ALLOWED AMOUNT

BENEFIT

IN-NETWORK PROVIDERS

OUT-OF-NETWORK PROVIDERS

e Pregnant women's care (includes
breast-feeding support and post-
partum depression screening)

e Male birth control and sterilization
(Vasectomy covered as
preventive only if done in a
doctor's office under local
anesthetic)

No charge

No charge

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

Professional Visits and Services
Also see Allergy Testing And
Treatment and Therapeutic
Injections.

¢ Office and clinic visits
¢ Electronic visits (e-visits)

e Other professional services

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

Not covered

$2,000 deductible, then 0%
coinsurance

Psychological and
Neuropsychological Testing

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

Rehabilitation Therapy

e Qutpatient Care
calendar year visit limit: 45 visits

¢ Office and clinic visits

¢ Other outpatient services

¢ Inpatient Care
calendar year visit limit: 30 visits

$2,000 deductible, then 0%
coinsurance
$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance
$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

Skilled Nursing Facility Care
calendar year day limit: 60 days

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

Sleep Studies

¢ In the member's home
(members 19 or older)

¢ In an outpatient facility

$2,000 deductible, coinsurance
waived

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

Spinal and Other Manipulations
calendar year visit limit: 20 visits

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

Substance Use Disorder

e Professional services, such as
office or inpatient visits

¢ Inpatient care and residential
facility care

e Outpatient facility care

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

HSA Qualifying Active Plan (Non-Grandfathered)
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YOUR SHARE OF THE ALLOWED AMOUNT

BENEFIT

IN-NETWORK PROVIDERS

OUT-OF-NETWORK PROVIDERS

Surgery

(includes anesthesia and blood
transfusions) See the Hospital and
Surgical Center Care --
Outpatient benefits for facility
charges.

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

Surgical Center Care — Outpatient

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

Telehealth Virtual Care

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

Temporomandibular Joint
Disorders (TMJ) Care

e Professional services, such as
office or inpatient visits

¢ Inpatient facility care

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

Therapeutic Injections

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

Transgender Services

e Professional services, such as
office or inpatient visits

¢ Inpatient facility care

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

Transplants
(includes donor search and
donation costs)

¢ Inpatient facility care

¢ Office and clinic visits
e Surgery and other professional
services

e Travel and lodging: $7,500 limit
per transplant

*All approved transplant centers
covered at the in-network level

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

$2,000 deductible,
0% coinsurance

Not covered*

Not covered*

Not covered*

$2,000 deductible,
0% coinsurance

Urgent Care

Services at an urgent care center.

(See Diagnostic Lab, X-Ray And

Imaging for tests received while at
the center.)

e Freestanding urgent care centers

¢ Urgent care centers attached to
or part of a hospital

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then 0%
coinsurance

$2,000 deductible, then
0% coinsurance
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HOW PROVIDERS AFFECT YOUR COSTS

This plan's benefits and your out-of-pocket expenses depend on the providers you see. In this section you’ll find
out how the providers you see can affect this plan's benefits and your costs.

In-Network Providers

This plan is a Preferred Provider Plan (PPO). This means that the plan provides you benefits for covered
services from providers of your choice. Its benefits are designed to provide lower out-of-pocket expenses when
you receive care from in-network providers. There are some exceptions, which are explained below.

In-Network providers are:

e Providers in the Heritage network in Washington. For care in Clark County, Washington, you also have access
to providers through the BlueCard® Program.

¢ Providers in Alaska that have signed contracts with Premera Blue Cross Blue Shield of Alaska.

o For care outside the service area (see Definitions), providers in the local Blue Cross and/or Blue Shield
Licensee's network shown below. (These Licensees are called "Host Blues" in this booklet.) See Out-Of-Area
Care later in the booklet for more details.

¢ Wyoming: The Host Blue's Traditional (Participating) network
o All Other States: The Host Blue's PPO (Preferred) network

In-Network pharmacies are available nationwide.

In-network providers provide medical care to members at negotiated fees. These fees are the allowed amounts
for in-network providers. When you receive covered services from an in-network provider, your medical bills will
be reimbursed at a higher percentage (the in-network benefit level). This means lower cost-shares for you, as
shown in the Summary Of Your Costs. In-network providers will not charge you more than the allowed amount
for covered services. This means that your portion of the charges for covered services will be lower.

A list of in-network providers is in our Heritage provider directory. You can access the directory at any time on our
Web site at www.premera.com. You may also ask for a copy of the directory by calling Customer Service. The
providers are listed by geographical area, specialty and in alphabetical order to help you select a provider that is
right for you. You can also call the BlueCard provider line to locate an in-network provider. The numbers are on
the back cover of this booklet and on your Premera Blue Cross ID card.

We update this directory regularly but the listings can change. Before you get care, we suggest that you call us
for current information or to make sure that your provider, their office location or their provider group is in the
Heritage network.

Continuity Of Care

If you are in active relationship and treatment, and your doctor or health care provider is no longer in your
network, you may be able to continue to see that provider for a period of time. An "active relationship" means that
you have had three or more visits with the provider within the past 12 months.

Continuity of care does not apply if your provider:
No longer holds an active license

¢ Relocates out of the service area

e Goes on leave of absence

¢ Is unable to provide continuity of care because of other reasons
¢ Does not meet standards of quality of care

You must continue to be enrolled on this plan to be eligible for any continuity of care benefit.

We will notify you immediately if the provider contract termination will happen within 30 days. Otherwise, we will
notify you no later than 10 days after the provider's contract ends if we know that you are under an active
treatment plan. If we learn that you are under an active treatment plan after your provider's contract ends, we will
notify you no later than the 10" day after we become aware of this fact.

You can request continuity of care by contacting Care Management. The contact information is on the back cover
of this booklet.
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If you are approved for continuity of care, you will get continuing care from the terminating provider until the
earliest of the following:

e The 90t day after we notified you that your provider's contract ended

e The 90t day after we notified you that your provider's contract ended, or the date your request for continuity of
care was received or approved, whichever is earlier

¢ The day after you complete the active course of treatment entitling you to continuity of care

¢ If you are pregnant, and become eligible for continuity of care after commencement of the second trimester of
the pregnancy, you will receive continuity of care

¢ As long as you continue under an active course of treatment, but no later than the 90t day after we notified you
that your provider's contract ended, or the date your request for continuity of care was received or approved,
whichever is earlier

When continuity of care ends, you may continue to receive services from this same provider, however, the plan
will pay benefits at the out-of-network benefit level. Please see the Summary Of Your Costs for more
information. If we deny your request for continuity of care, you may appeal the denial. Please see Complaints
and Appeals.

Out-Of-Network Providers

Out-Of-Network providers are providers that are not in one of the networks shown above. Your bills will be
reimbursed at a lower percentage (the out-of-network benefit level).

e Some providers in Washington that are not in the Heritage network do have a contract with us. Even though
your bills will be reimbursed at the lower percentage (the out-of-network benefit level), these providers will not
bill you for any amount above the allowed amount for a covered service. The same is true for a provider that is
in a different network of the local Host Blue.

e There are also providers who do not have a contract with us, Premera Blue Cross Blue Shield of Alaska or the
local Host Blue at all. These providers are called “non-contracted” providers in this booklet. Their covered
services are based on a lower allowed amount. See Important Plan Information. “Non-contracted” providers
have the right to charge you more than the allowed amount for a covered service. You may also be required to
submit the claim yourself. See How Do | File A Claim for details.

Amounts in excess of the allowed amount don’t count toward any applicable calendar year deductible,
coinsurance or out-of-pocket maximum.

Services you receive in an in-network facility may be provided by physicians, anesthesiologists, radiologists or
other professionals who are out-of-network providers. When you receive services from these out-of-network
providers, you may be responsible for amounts over the allowed amount as explained above.

In-Network Benefits For Out-Of-Network Providers

The following covered services and supplies provided by out-of-network providers will always be covered at the
in-network level of benefits:

e Emergency care for a medical emergency. (Please see the Definitions section for definitions of these terms.)
This plan provides worldwide coverage for emergency care.

The benefits of this plan will be provided for covered emergency care without the need for any pre-approval and
without regard as to whether the health care provider furnishing the services is an in-network provider.
Emergency care furnished by an out-of-network provider will be reimbursed at the in-network benefit level. As
explained above, if you see an out-of-network provider, you may be responsible for amounts that exceed the
allowed amount.

e Services from certain categories of providers to which provider contracts are not offered. These types of
providers are not listed in the provider directory.

e Services associated with admission by an in-network provider to an in-network hospital that are provided by
hospital-based providers.

o Facility and hospital-based provider services received in Washington from a hospital that has a provider
contract with Premera Blue Cross, if you were admitted to that hospital by a Heritage provider who doesn’t
have admitting privileges at a Heritage hospital.

e Covered services received from providers located outside the United States, the Commonwealth of Puerto Rico
and the U.S. Virgin Islands.
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If a covered service is not available from an in-network provider, you can receive benefits for services provided by
an out-of-network provider at the in-network benefit level. However, you must request this before you get the
care. See Pre-Approval to find out how to do this.

IMPORTANT PLAN INFORMATION

This section of your booklet explains the types of expenses you must pay for covered services before the benefits
of this plan are provided. (These are called “cost-shares” in this booklet.) To prevent unexpected out-of-pocket
expenses, it's important for you to understand what you’re responsible for.

The allowed amount is also explained.
You'll find the dollar amounts for these expenses and when they apply in the Summary Of Your Costs.
CALENDAR YEAR DEDUCTIBLE

A calendar year deductible is the amount of expense you must incur in each calendar year for covered services
and supplies before this plan provides benefits. The amount credited toward the calendar year deductible for any
covered service or supply won’t exceed the allowed amount please see the Allowed Amount subsection below in
this booklet).

The plan has separate deductibles for in-network and out-of-network providers. It could happen that you
satisfy one of these deductibles before the other. If this happens, you still have to pay cost-shares that
apply to the second deductible until it, too, is met.

While some benefits have dollar maximums, others have different kinds of maximums, such as a maximum
number of visits or days of care that can be covered. We don't count allowed amounts that apply to your in-
network or out-of-network calendar year deductibles toward dollar benefit maximums. But if you receive services
or supplies covered by a benefit that has any other kind of maximum, we do count the services or supplies that
apply to your calendar year deductible toward that maximum.

Your calendar year deductible is dependent upon whether you’re enrolled as an individual (subscriber only) or as
part of a family (subscriber plus one or more dependents).

Subscriber-Only Deductible

When an subscriber enrolls without dependents, the subscriber must pay a fixed amount called the subscriber-
only deductible before certain benefits of this plan are provided. The subscriber-only deductible does not apply to
a subscriber when he or she enrolls with other family members.

Subscriber+Dependent Deductible

When a subscriber enrolls with dependents, they have a different calendar year deductible, called the
subscriber+dependent deductible. This is the amount that the entire family (subscriber plus one or more enrolled
dependents) must pay in total each calendar year before benefits are provided. The subscriber+dependent
deductible is an "aggregate" amount, meaning that it can be met by one family member; or all family members in
combination. Benefits are not provided for any family member until the total subscriber+dependent deductible has
been reached. This is true even if the subscriber has paid an amount equal to the subscriber-only deductible.

Please Note: If a subscriber adds or drops dependents from coverage during the calendar year, the calendar
year deductible will change to the subscriber-only or subscriber+dependent calendar year deductible when
appropriate. If the subscriber adds dependents, any amounts applied to the subscriber-only deductible would be
credited toward the subscriber+dependent deductible.

What Doesn’t Apply To The Calendar Year Deductible?

Amounts that don’t accrue toward this plan’s calendar year deductible are:
e Amounts that exceed the allowed amount

e Charges for excluded services

COINSURANCE

“Coinsurance” is a defined percentage of allowed amounts for covered services and supplies you receive. It's the
percentage you're responsible for, not including the calendar year deductible and any copays, when the plan
provides benefits at less than 100% of the allowed amount.

10 HSA Quialifying Active Plan (Non-Grandfathered)
January 1, 2018
1018212



OUT-OF-POCKET MAXIMUM

The out-of-pocket maximum is the maximum amount each member could pay each calendar year for covered
services and supplies furnished by in-network providers. There is no out-of-pocket maximum limit for services of
out-of-network providers. This plan has 2 out-of-pocket maximums. One is for subscribers enrolling without
dependents, called the subscriber-only out-of-pocket maximum. The other is for subscribers enrolling with
dependents. That one is called the subscriber+dependent out-of-pocket maximum.

The subscriber+dependent out-of-pocket maximum is an "aggregate” amount, meaning that it can be met by one
family member; or all family members in combination. Benefits are not provided for any family member until the
total subscriber+dependent out-of-pocket maximum has been reached. This is true even if the subscriber has
paid an amount equal to the subscriber-only out-of-pocket maximum.

Please Note: If a subscriber adds or drops dependents from coverage during the calendar year, the out-of-
pocket maximum will change to the subscriber-only or subscriber+dependent out-of-pocket maximum when
appropriate. If the subscriber adds dependents, any amounts applied to the subscriber-only out-of-pocket
maximum would be credited toward the subscriber+dependent out-of-pocket maximum.

Once the out-of-pocket maximum has been satisfied, the benefits of this plan will be provided at 100% of
allowed amounts for the remainder of that calendar year for covered services from in-network providers.

Expenses that apply to the out-of-pocket maximum are:
e The calendar year deductible

Expenses that do not apply to the out-of-pocket maximum are:
e Charges above the allowed amount
e Charges not covered by the plan

e Your cost-shares for services of out-of-network providers. However, benefits that always apply in-network cost-
shares, like the Emergency Room Services benefit, will apply toward the out-of-pocket maximum.

ALLOWED AMOUNT

This plan provides benefits based on the allowed amount for covered services. We reserve the right to determine
the amount allowed for any given service or supply unless otherwise specified in the Group's administrative
services agreement with us. The allowed amount is described below. There are different rules for dialysis due to
end-stage renal disease and for emergency services. These rules are shown below the general rules.

General Rules
e Providers In Washington and Alaska Who Have Agreements With Us

For any given service or supply, the amount these providers have agreed to accept as payment in full pursuant
to the applicable agreement between us and the provider. These providers agree to seek payment from us
when they furnish covered services to you. You'll be responsible only for any applicable calendar year
deductibles, copays, coinsurance, charges in excess of the stated benefit maximums and charges for services
and supplies not covered under this plan.

Your liability for any applicable calendar year deductibles, copays, coinsurance and amounts applied toward
benefit maximums will be calculated on the basis of the allowed amount.

e Providers Outside The Service Area Who Have Agreements With Other Blue Cross Blue Shield
Licensees

For covered services and supplies received outside the service area, allowed amounts are determined as
stated in the What Do | Do If I'm Outside Washington And Alaska? section (Out-Of-Area Care) in this
booklet.

¢ Providers Who Don’t Have Agreements With Us Or Another Blue Cross Blue Shield Licensee

The allowed amount for providers in the service area that don't have a contract with us is the least of the three
amounts shown below. The allowed amount for providers outside the service area that don't have a contract
with us or the local Blue Cross and/or Blue Shield Licensee is also the least of the three amounts shown below.

e An amount that is no less than the lowest amount the plan pays for the same or similar service from a
comparable provider that has a contracting agreement with us

e 125% of the fee schedule determined by the Centers for Medicare and Medicaid Services (Medicare), if
available

e The provider’s billed charges. Note: Ambulances are always paid based on billed charges.
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If applicable law requires a different allowed amount than the least of the three amounts above, this plan will
comply with that law.

Dialysis Due To End Stage Renal Disease

Providers Who Have Agreements With Us Or Other Blue Cross Blue Shield Licensees
The allowed amount is the amount explained above in this definition.
Providers Who Don’t Have Agreements With Us Or Another Blue Cross Blue Shield Licensee

The amount the plan allows for dialysis during Medicare’s waiting period will be no less than 125% of the
Medicare-approved amount and no more than 90% of billed charges.

The amount the plan allows for dialysis after Medicare’s waiting period is 125% of the Medicare-approved
amount, even when a member who is eligible for Medicare does not enroll in Medicare.

See the Dialysis benefit for more detalils.

Emergency Care

Consistent with the requirements of the Affordable Care Act, the allowed amount will be the greatest of the
following amounts:

e The median amount that Heritage network providers have agreed to accept for the same services
e The amount Medicare would allow for the same services
¢ The amount calculated by the same method the plan uses to determine payment to out-of-network providers

In addition to your deductible, copays and coinsurance, you will be responsible for charges received from out-
of-network providers above the allowed amount.

When you receive services from providers that don’t have agreements with us or the local Blue Cross and/or
Blue Shield Licensee, your liability is for any amount above the allowed amount, and for your normal share of
the allowed amount (see the Summary Of Your Costs for further detail).

Note: Non-contracted ambulances are always paid based on billed charges.

The allowed amount will be the amount allowed for out-of-network providers even when the provider's services
are covered at the in-network benefit level.

If you have questions about this information, please call us at the number listed on your Premera Blue Cross ID
card.

COVERED SERVICES

This section of your booklet describes the services and supplies that the plan covers. Benefits are available for a
service or supply described in this section when it meets all of these requirements:

It must be furnished in connection with either the prevention or diagnosis and treatment of a covered illness,
disease or injury.

It must be medically necessary (please see the Definitions section in this booklet) and must be furnished in a
medically necessary setting.

It must not be excluded from coverage under this plan.
The expense for it must be incurred while you’re covered under this plan.

It must be furnished by a “provider” (please see the Definitions section in this booklet) who’s performing
services within the scope of his or her license or certification.

It must meet the standards set in our medical and payment policies. The plan uses policies to administer the
terms of the plan. Medical policies are generally used to further define medical necessity or investigational
status for specific procedures, drugs, biologic agents, devices, level of care or services. Payment policies
define our provider billing and payment rules. Our policies are based on accepted clinical practice guidelines
and industry standards accepted by organizations like the American Medical Association (AMA), other
professional societies and the Center for Medicare and Medicaid Services (CMS). Our policies are available to
you and your provider at www.premera.com or by calling Customer Service.

Benefits for some types of services and supplies may be limited or excluded under this plan. Please refer to the
actual benefit provisions throughout this section and the Exclusions section for a complete description of covered
services and supplies, limitations and exclusions. You will find limits on days or visits and dollar limits in the
Summary Of Your Costs.

The Summary Of Your Costs also explains your cost-shares under each benefit.
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Acupuncture

This benefit covers acupuncture to:

¢ Relieve pain

¢ Provide anesthesia for surgery

e Treat a covered illness, injury, or condition

Allergy Testing and Treatment

This benefit covers:
e Testing

¢ Allergy shots

e Serums

Ambulance

This benefit covers:

¢ Transport to the nearest facility that can treat your condition

¢ Medical care you get during the trip

e Transport from one medical facility to another as needed for your condition
e Transport to your home when medically necessary

These services are only covered when:

¢ Any other type of transport would put your health or safety at risk
¢ The service is from a licensed ambulance

o ltis for the member who needs transport

Ambulance services that are not for an emergency need to be pre-approved. See Pre-Approval for detalil.
Blood Products and Services

Benefits are provided for blood and blood derivatives.

Chemotherapy And Radiation Therapy

This benefit covers:

o Outpatient chemotherapy and radiation therapy

e Supplies, solutions and drugs

o Extractions to prepare the jaw for radiation treatment

For drugs you get from a pharmacy, see Prescription Drug. Some services need to be pre-approved before you
get them. See Pre-Approval for details.

Clinical Trials

A qualified clinical trial (see Definitions) is a scientific study that tests and improves treatments of cancer and
other life-threatening conditions.

This benefit covers qualified clinical trial medical services and drugs that are already covered under this plan.
The clinical trial must be suitable for your health condition. You also have to be enrolled in the trial at the time of
treatment.

Benefits are based on the type of service you get. For example, if you have an office visit, it's covered under
Professional Visits And Services and if you have a lab tests, it's covered under Diagnostic Lab, X-Ray And
Imaging.

This benefit doesn't cover:

e Costs for treatment that are not primarily for the care of the patient (such as lab tests performed just to collect
information for the trial)

e The drug, device or services being tested
e Travel costs to and from the clinical trial
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Housing, meals, or other nonclinical expenses
A service that isn't consistent with established standards of care for a certain condition

Services, supplies or drugs that would not be charged to you if there were no coverage.
Services provided to you in a clinical trial that are fully paid for by another source
Services that are not routine costs normally covered under this plan

Dental Care
Dental Anesthesia
Anesthesia and facility care done outside of the dentist’s office for medically necessary dental care

This benefit covers:
¢ Hospital or other facility care

e General anesthesia provided by an anesthesia professional other than the dentist or the physician performing
the dental care

This benefit is covered for any one of the following reasons:

o The member is under age 19 and failed patient management in the dental office

¢ The member has a disability, medical or mental health condition making it unsafe to have care in a dental office
¢ The severity and extent of the dental care prevents care in a dental office

Dental Injury
Treatment of dental injuries to teeth, gum and jaw.

This benefit covers:
e Exams
Consultations
Dental treatment

Oral surgery

This benefit is covered on sound and natural teeth that:

¢ Do not have decay

¢ Do not have a large number of restorations such as crowns or bridge work
¢ Do not have gum disease or any condition that would make them weak

Care is covered within 12 months of the injury. If more time is needed, please ask your doctor to contact
Customer Service.

This benefit does not cover injuries from biting or chewing, including injuries from a foreign object in food.
Diagnostic Lab, X-Ray And ImagingServices

Covered services include:

e Bone density screening for osteoporosis

e Cardiac testing

¢ Pulmonary function testing

¢ Diagnostic imaging and scans such as x-rays

e Lab services

¢ Mammograms (including 3-D mammograms) for a medical condition
¢ Neurological and neuromuscular tests

e Pathology tests

e Echocardiograms

e Ultrasounds

e Computed Tomography (CT) scan

e Nuclear cardiology
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e Magnetic Resonance Imaging (MRI)
e Magnetic Resonance Angiography (MRA)
e Positron Emission Tomography (PET) scan

For additional details see the following benefits:

e Preventive Care

e Hospital

e Emergency Room

e Some tests need to be approved before you receive them. See Pre-Approval for details.

Dialysis

When you have end-stage renal disease (ESRD) you may be eligible to enroll in Medicare. If eligible, it is
important to enroll in Medicare as soon as possible. When you enroll in Medicare, this plan and Medicare will
coordinate benefits. In most cases, this means that you will have little or no out-of-pocket expenses.

Medicare has a waiting period, generally the first 90 days after dialysis starts. Benefits are different for dialysis
during Medicare's waiting period than after the waiting period ends. Please see the Summary Of Your Costs.

If you have a health savings account, you should ask a tax advisor how having Medicare affects your ability to put
money into that account.

Network providers are paid according to their provider contracts. The amount the plan pays out-of-network
providers for dialysis after Medicare’s waiting period is 125% of the Medicare-approved amount, even if you do
not enroll in Medicare.

If the dialysis services are provided by a non-contracted provider and you do not enroll in Medicare, then you will
owe the difference between the non-contracted provider's billed charges and the plan's payment for the covered
services.

Emergency Room
This benefit covers:
¢ Emergency room and doctor services

Equipment, supplies and drugs used in the emergency room
Services and exams used for stabilizing an emergency medical condition

Diagnostic tests performed with other emergency services
Medically necessary detoxification

You need to let us know if you are admitted to the hospital from the emergency room as soon as possible. See
Pre-Approval for details.

You may need to pay charges over the allowed amount if you get care from a provider not in your network. See
How Providers Affect Your Costs for details.

Foot Care

This benefit covers:

o Medically necessary foot care

e Treatment of corns and calluses

e Treatment of certain toenail conditions

Home Health Care

Care is covered when a doctor states in writing that care is needed in your home. The care needs to be done by
staff who works for a home health agency that is state-licensed or Medicare-certified.

Home health care provided as an alternative to hospitalization must have a written plan of care from your doctor.
This type of care is not subject to any visit limit shown in the Summary of Your Costs. Medically intensive care in
the home, or skilled hourly care provided as an alternative to facility-based care must be pre-approved by the
plan.
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This benefit covers:

e Prescription drugs given by the home health care agency

Home visits and short-term nursing care
Home medical equipment, supplies and devices

e Therapy, such as physical, occupational or speech therapy to help regain function

Only the following employees of a home health agency are covered:

A registered nurse

A licensed practical nurse

A licensed physical or occupational therapist
A certified speech therapist

A home health aide directly supervised by one of the above listed providers

A person with a master’s degree in social work

This benefit does not cover:

Over-the-counter drugs, solutions and nutritional supplements

Non-medical services, such as housekeeping

Services that bring you food, such as Meals on Wheels, or advice about food

Private duty or 24-hour nursing care. Private duty nursing is the independent hiring of a nurse by a family or
member to provide care without oversight by a home health agency. The care may be skilled, supportive or

respite in nature.

Home Medical Equipment (HME), Orthotics, Prosthetics And Supplies

Home medical equipment (HME), fitting expenses and sales tax. This plan also covers rental of HME, not to
exceed the purchase price.

Covered items include:

Wheelchairs

Hospital beds

Traction equipment

Ventilators

Diabetic equipment, such as an insulin pump

Medical Supplies such as:

Dressings

Braces

Splints

Rib belts

Crutches

Blood glucose monitor and supplies
Supplies for an insulin pump

Medical Vision Hardware to correct vision due to medical eye conditions such as:

Corneal ulcer

Bullous keratopathy
Recurrent erosion of cornea
Tear film insufficiency
Aphakia

Sjogren’s disease
Congenital cataract
Corneal abrasion
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Keratoconus

Progressive high (degenerative) myopia

Irregular astigmatism

Aniridia

External Prosthetics and Orthotic Devices used to:
¢ Replace absent body limb and/or

e Replace broken or failing body organ

Orthopedic Shoes and Shoe Inserts

Orthopedic shoes for the treatment of complications from diabetes or other medical disorders that cause foot
problems.

You must have a written order for the items. Your doctor must state your condition and estimate the period of its
need. Not all equipment or supplies are covered. Some items need pre-approval from us (see Pre-Approval).

Items prescribed for the treatment of diabetes are not subject to the yearly limit shown in the Summary Of Your
Costs.
This benefit does not cover:

¢ Hypodermic needles, lancets, test strips, testing agents and alcohol swabs. These services are covered under
Prescription Drug.

e Supplies or equipment not primarily intended for medical use

e Special or extra-cost convenience features

e Items such as exercise equipment and weights

e Over bed tables, elevators, vision aids, and telephone alert systems

¢ Over-the-counter orthotic braces and/or cranial banding

o Non-wearable external defibrillators, trusses and ultrasonic nebulizers

¢ Blood pressure cuffs/monitors (even if prescribed by a physician)

e Enuresis alarm

e Compression stockings which do not require a prescription

¢ Physical changes to your house or personal vehicle

¢ Orthopedic shoes used for sport, recreation or similar activity

e Penile prostheses

¢ Routine eye care

o Prosthetics, intraocular lenses, equipment or devices which require surgery. These items are covered under
the Surgery benefit.

Hospice Care

To be covered, hospice care must be part of a written plan of care prescribed, periodically reviewed, and
approved by a physician (M.D. or D.O.). In the plan of care, the physician must certify that confinement in a
hospital or skilled nursing facility would be required without hospice services.

The plan provides benefits for covered services furnished and billed by a hospice that is Medicare-certified or is
licensed or certified by the state it operates in. See the Summary Of Your Costs for limits.

Covered employees of a hospice are a registered nurse; a licensed practical nurse; a licensed physical therapist
or occupational therapist; a certified respiratory therapist; a speech therapist certified by the American Speech,
Language, and Hearing Association; a home health aide directly supervised by one of the above providers
(performing services prescribed in the plan of care to achieve the desired medical results); and a person with a
master’s degree in social work.

The Hospice Care benefit covers:

¢ Hospice care for a terminally ill member, for up to 6 months. Benefits may be provided for up to an additional 6
months of care when needed. The initial 6-month period starts on the first day of covered hospice care.

¢ Palliative care for a member who has a serious or life-threatening condition that is not terminal. Coverage of
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palliative care can be extended based on the member's specific condition. Coverage includes expanded
access to home-based care and care coordination.

Covered services are:
¢ In-home intermittent hospice visits by one or more of the hospice employees above.
o Respite care to relieve anyone who lives with and cares for the terminally ill member.

e Inpatient hospice care This benefit provides for inpatient services and supplies used while you’re a hospice
inpatient, such as solutions, medications or dressings, when ordered by the attending physician.

¢ Insulin and Other Hospice Provider Prescribed Drugs Benefits are provided for prescription drugs and
insulin furnished and billed by a hospice.

This benefit doesn’t cover:

e Over-the-counter drugs, solutions and nutritional supplements

e Services provided to someone other than the ill or injured member

o Services of family members or volunteers

e Services, supplies or providers not in the written plan of care or not named as covered in this benefit

¢ Non-medical services, such as spiritual, bereavement, legal or financial counseling

¢ Normal living expenses, such as food, clothing, and household supplies; housekeeping services, except for
those of a home health aide as prescribed by the plan of care; and transportation services

Hospital

This benefit covers:

¢ |npatient room and board

e Doctor and nurse services

¢ Intensive care or special care units

e Operating rooms, procedure rooms and recovery rooms

e Surgical supplies and anesthesia

e Drugs, blood, medical equipment and oxygen for use in the hospital

e X-ray, lab and testing billed by the hospital

Even though you stay at an in-network hospital, you may get care from doctors or other providers who do not
have a network contract at all. In that case, you will have to pay any amounts over the allowed amount.

You pay out-of-network cost shares if you get care from a provider not in your network. See How Providers
Affect Your Costs for details.

We must approve all planned inpatient stays before you enter the hospital. See Pre-Approval for details.

This benefit does not cover:

o Hospital stays that are only for testing, unless the tests cannot be done without inpatient hospital facilities, or
your condition makes inpatient care medically necessary

¢ Any days of inpatient care beyond what is medically necessary to treat the condition
Infusion Therapy

Fluids infused into the vein through a needle or catheter as part of your course of treatment.
Infusion examples include:

¢ Drug therapy

e Pain management

e Total or partial parenteral nutrition (TPN or PPN)

This benefit covers:

o Outpatient facility and professional services

¢ Professional services provided in an office or home

o Prescription drugs, supplies and solutions used during infusion therapy
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This benefit does not cover over-the-counter:
e Drugs and solutions
¢ Nutritional supplements

Mastectomy and Breast Reconstruction
Mastectomy and breast reconstruction services are covered on the same basis as any other condition.
Benefits are provided for mastectomy necessary due to disease, illness or injury.

This benefit covers:

¢ Reconstruction of the breast on which mastectomy was performed

e Surgery and reconstruction of the other breast to produce a similar appearance

¢ Physical complications of all stages of mastectomy, including lymphedema treatment and supplies
e Inpatient care

Planned hospital admissions require pre-approval, see Pre-Approval for details.
Maternity Care

Benefits for pregnancy and childbirth are provided on the same basis as any other condition for all female
members.

The Maternity Care benefit includes coverage for abortion.
Facility Care

This benefit covers inpatient hospital, birthing center, outpatient hospital and emergency room services, including
post-delivery care as determined necessary by the attending provider, in consultation with the mother, based on
accepted medical practice.

Group health plans and health insurance issuers generally may not, under federal law, restrict benefits for any
hospital length of stay in connection with childbirth for the mother or newborn child to less than 48 hours following
a vaginal delivery, or less than 96 hours following a cesarean section. However, this restriction doesn’t apply in
any case where the decision to discharge the mother or her newborn child before the expiration of the minimum
length of stay is made by an attending provider in consultation with the mother. In any case, plans and issuers
also may not, under Federal law, require that a provider get authorization from the plan or the insurance issuer for
prescribing a length of stay not in excess of 48 hours or 96 hours as applicable.

Plan benefits are also provided for medically necessary supplies related to home births.
Professional Care

This benefit covers:

e Prenatal care, including diagnostic and screening procedures, and genetic counseling for prenatal diagnosis of
congenital disorders of the fetus

¢ Delivery, including cesarean section, in a medical facility, or delivery in the home

e Postpartum care consistent with accepted medical practice that’s ordered by the attending provider, in
consultation with the mother. Postpartum care includes services of the attending provider, a home health
agency and/or registered nurse.

Please Note: Attending provider as used in this benefit means a physician (M.D. or D.O.), a physician’s
assistant, a certified nurse midwife (C.N.M.), a licensed midwife or an advanced registered nurse practitioner
(A.R.N.P.). If the attending provider bills a global fee that includes prenatal, delivery and/or postpartum services
received on multiple dates of service, this plan will cover those services as it would any other surgery. Please see
the Surgery benefit for details on surgery coverage.

Please see the Preventive Care benefit for women's preventive care during and after pregnancy.
Medical Foods

Medical foods are foods that are specially prepared to be consumed or given directly into the stomach by feeding
tube under strict supervision of a doctor. They provide most of a person’s nutrition. They are designed to treat a
specific problem that can be detected using medical tests.
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This benefit covers:

Dietary replacement to treat inborn errors of metabolism (example phenylketonuria (PKU))

Dietary replacement when you have a severe allergy to most foods based on white blood cells in the stomach
and intestine that cause inflammation (eosinophilic gastrointestinal associated disorder)

Other severe conditions when your body cannot take in nutrient from food in the small intestine (malabsorption)
disorder

Disorders where you cannot swallow due to a blockage or a muscular problem and need to be fed through a
tube

Medical foods must be prescribed and supervised by doctors or other health care providers.

This benefit does not cover:

e Oral nutrition or supplements not used to treat inborn errors of metabolism or any of the above listed conditions
e Specialized infant formulas

o Lactose-free foods

Mental Health Care

Benefits for mental health services to manage or lessen the effects of a psychiatric condition are provided as
stated below.

Services must be consistent with published practices that are based on evidence when available or follow clinical
guidelines or a consensus of expert opinion published by national mental health professional organizations or
other reputable sources. If no such published practices apply, services must be consistent with community
standards of practice.

Covered mental health services are:
¢ Inpatient care

¢ Outpatient therapeutic visits. “Outpatient therapeutic visit” (outpatient visit) means a clinical treatment session
with a mental health provider of a duration consistent with relevant professional standards as defined in the
Current Procedural Terminology manual, published by the American Medical Association.

e Treatment of eating disorders (such as anorexia nervosa, bulimia or any similar condition)

¢ Physical, speech or occupational therapy provided for treatment of psychiatric conditions, such as autism
spectrum disorders.

o Applied behavioral analysis (ABA) therapy for members with one of the following:
o Autistic disorder
o Autism spectrum disorder
e Asperger's disorder
¢ Childhood disintegrative disorder
o Pervasive developmental disorder
o Rett's disorder

Covered ABA therapy includes treatment or direct therapy for identified members and/or family members. Also
covered are an initial evaluation and assessment, treatment review and planning, supervision of therapy
assistants, and communication and coordination with other providers or school staff as needed. Delivery of all
ABA services for a member may be managed by a BCBA or one of the licensed providers below, who is called
a Program Manager. Covered ABA services are limited to activities that are considered to be behavior
assessments or interventions using applied behavioral analysis techniques. ABA therapy must be provided by:

¢ Alicensed physician (M.D. or D.O.) who is a psychiatrist, developmental pediatrician or pediatric neurologist

¢ Alicensed psychiatric nurse practitioner (NP), advanced nurse practitioner (ANP) or advanced registered
nurse practitioner (ARNP)

¢ Alicensed occupational or speech therapist
¢ Alicensed psychologist (Ph.D.)

¢ Alicensed community mental health agency or behavioral health agency that is also state-certified to provide
ABA therapy.

A Board-Certified Behavior Analyst (BCBA). This means a provider who is state-licensed if the State
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licenses behavior analysts (Washington does). If the state does not require a license, the provider must be
certified by the Behavior Analyst Certification Board. BCBAs are only covered for ABA therapy that is within
the scope of their license or board certification.

¢ A therapy assistant/behavioral technician/paraprofessional, when their services are supervised and billed by
a licensed provider or a BCBA.
Mental health services other than ABA therapy must be furnished by one of the following types of providers to be
covered:
e Hospital
e Washington state-licensed community mental health agency
¢ Licensed physician (M.D. or D.O.)
e Licensed psychologist (Ph.D.)
¢ A state hospital operated and maintained by the state of Washington for the care of the mentally ill

¢ Any other provider listed under the definition of “provider” (please see the Definitions section in this booklet)
who is licensed or certified by the state in which the care is provided, and who is providing care within the
scope of his or her license.

When medically appropriate, services may be provided in your home.

For psychological and neuropsychological testing and evaluation benefit information, please see the
Psychological and Neuropsychological Testing benefit.

For chemical dependency treatment benefit information, please see the Substance Use Disorder benefit.
For prescription drug benefit information, please see the Prescription Drug benefit.

The Mental Health Care benefit doesn’t cover:
e Psychological treatment of sexual dysfunctions, including impotence and frigidity
e Outward bound, wilderness, camping or tall ship programs or activities

¢ Mental health evaluations for purposes other than evaluating the presence of or planning treatment for covered
mental health disorders, including, but not limited to, custody evaluations, competency evaluation, forensic
evaluations, vocational, educational or academic placement evaluations.

Neurodevelopmental Therapy (Habilitation)

Benefits are provided for the treatment of neurodevelopmental disabilities. The following inpatient and outpatient
neurodevelopmental therapy services must be medically necessary to restore and improve function, or to
maintain function where significant physical deterioration would occur without the therapy. This benefit includes
physical, speech, and occupational therapy assessments and evaluations related to treatment of covered
neurodevelopmental therapy.

Physical, speech and occupational therapy provided for treatment of psychiatric conditions, such as autism
spectrum disorders, are covered under the Mental Health Care benefit.

Inpatient Care Inpatient facility services must be furnished and billed by a hospital or by a rehabilitation facility
that meets our clinical standards, and will only be covered when services can’t be done in a less intensive setting.

Outpatient Care Benefits for outpatient physical, speech, occupational, and massage therapy are subject to all
of the following provisions:

e The member must not be confined in a hospital or other medical facility

e Services must be furnished and billed by a hospital, rehabilitation facility meets our clinical standards,
physician, physical, occupational or speech therapist, chiropractor, massage practitioner or naturopath

A “visit” is a session of treatment for each type of therapy. Each type of therapy combined accrues toward the
above visit maximum. Multiple therapy sessions on the same day will be counted as one visit, unless provided by
different health care providers.

The plan won’t provide this benefit and the Rehabilitation Therapy benefit for the same condition. Once a
calendar year maximum has been exhausted under one of these benefits, no further coverage is available.
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This benefit doesn’t cover:
o Recreational, vocational, or educational therapy; exercise or maintenance-level programs
Social or cultural therapy

Treatment that isn’t actively engaged in by the ill, injured or impaired member
Gym or swim therapy
Custodial care

Newborn Care

Newborn children are covered automatically for the first 3 weeks from birth when the mother is eligible to receive
obstetrical care benefits under this plan. To continue benefits beyond the 3-week period, please see the
dependent eligibility and enrollment guidelines outlined in the Who Is Eligible For Coverage? and When Does
Coverage Begin? sections.

If the mother isn’t eligible to receive obstetrical care benefits under this plan, the newborn isn’t automatically
covered for the first 3 weeks. For newborn enrollment information, please see the Who Is Eligible For
Coverage? and When Does Coverage Begin? sections.

Benefits are provided on the same basis as any other care, subject to the child's own cost-shares, if any, and
other provisions as specified in this plan. Services must be consistent with accepted medical practice and
ordered by the attending provider in consultation with the mother.

Please Note: If the newborn is admitted to an out-of-network medical facility, benefits for inpatient facility
services are subject to your calendar year deductible and coinsurance. For an explanation of the amount you'll
pay for services and supplies from out-of-network providers, please see the Summary Of Your Costs.

The Newborn Care benefit covers hospital nursery care as determined necessary by the attending provider, in
consultation with the mother, based on accepted medical practice. Also covered are any required readmissions
to a hospital and outpatient or emergency room services for medically necessary treatment of an illness or injury.

Group health plans and health insurance issuers generally may not, under federal law, restrict benefits for any
hospital length of stay in connection with childbirth for the mother or newborn child to less than 48 hours following
a vaginal delivery, or less than 96 hours following a cesarean section. However, this restriction doesn’t apply in
any 